MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH | 63—

DEPARTMENT OF PUBLIC HEALTH AND WELFAR y
RTMEN STAT
_y Regiitratimiegic / [ Zjimary Begiaarion Disicy o ;o 0 A= s N° g E FILE NUMBER
AMENDED BT e v

DO NOT WRITE
ON THIS STUS - LR = = _]_
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whau deceased [ivad. If insfitution; . Ru:fdcncg betare

.- COUNTY STATE + b. COUNTY admissi
Jackson . o SAE Missouri Jackson mission)
b. C(IJ'I;Y {If-cutside corporate-limits, give TOWNSHIP only) - Length of stay:in 1b . CiTY Inside Limits

TOMN  Kansas City 51 yrs., Town Kansas City Yes & NoDD

c. :!%éP?I’AATEogF (. NOT in haspital, give location)’ i!!s_i-t.‘.le Limits dAS['I;IéiEETss {If- cutside, - give location) Reside on Farm

INSTITUTION 2340 Bell Yes O No'D) - 2840 Bell Yes:[] No [
. NAME OF DECEASED First Middle Last 4. néqFrE Month Day Year

(Type.or print) .
MARTA D, AQUINO PEAT® _Febryary 2. 1963

5. SEX 6. COLOR OR RACE 7. Maried [1  Never Maried [J |6 DATE OF BIRTH | 9 AGE (last birthday} | IF_ UNDER 1 YEAR IF UNDER 24 HE

. Wldowed x Divorced O Manths | Days Hours Min.

__Female White 4-16-1892 70
10a. USUAL OCCUPATION (Give kind of work dane | 10b. KIND OF BUSINESS OR INDUSTRY] :11. BIRTHPLACE (City end state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if ratired)

Housewife Horge. alisco, Mexic

SLA.
13a. FATHER'S NAME - 13b. MOTHER'S MAIDEN NAME ) 14. NAME OF HUSBAND OR WIFE

VS 300
Rev. 4/59

TDATE AMENDED

Manuel | Moreno Mary Gonzales : Juan Aquing .
15. WAS. DECEA.SED EVER IN U.5: ARMED FORCES? 16. - SOCIAL SECURITY NO. 17. INFORMANT g:\ddreu

(Yes, ﬁlz,)or unknowﬂif yes, give war-or dates of senv ,M,iss Bettj_e Aq uino 2840 Bel]

18. CAUSE OF DEATH {Enter only one cause per line| INTERVAL BETWEEN

PART-]. DEATH.WAS CAUSED BY: _ ONSET AND DEATH
IMMEDIATE CAUSE {a} ’ L 'y A el éw

DOCUMENT

which gave rise'to
-above ‘cause’ {a), - -
stating the under: !

I\rmg cause  last, DUE TGO (c)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but:not related to the ‘terminal PART IEl. Hf deceased was female. was
i diseasa condition given in PART | “(a) thére » pregnancy in last 90 deys)

I 0 Yes ‘Ne ] Unknown

Condition, if any, BUE TO (b ‘ValP oy ’ - - u“luﬁ&"‘

15, WAS.AUTOPSY | 202 ACCIDENT SUICIDE HOMICIDE  |.20b. DESCRIBE HOW INJURY OCCURRED. {Enfer nature of injury in PART.L or PART Il of item 18.}
PERFORMED? m) 0 O
Yes 0 NOTH

20c. TIME OF _H.oul Month, Day, Yesr |
ANJURY a.m.
pm.

20d. SNJURY OCCURRED 9Ge. PLACE OF INJURY {2.g.,.in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY . S'I’A‘I'lE
WHILE AT WORK- [ - farm, factory, street, office bidg,, &tc.)
NOT WHILE AT WORK [ ’ .

21 I artended the deceased fro /yb ~ M” l‘J nd “last uwmﬂi\}a nn\/‘ = V 6 3
Death ‘otcurred at. o Vi ; m on the date stated:asbowve; and to the best of. my knowledge, frem'the causes sfated
A . or 1itle) 22b; ADDRESS' : 22\: DATE SIGNED

SrYe FFJ5 T

.
‘:233 BURIAL, CREMRTION, | 23b, DATE a 23c NAME.OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) ‘A ate)
9

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

T MAEDICAL CERTIFICATION

Klenberge:

USE BLACK INK
OR
TYPEWRITER RIBEON

SHOULD READ

REMOVAL (Spetify)

Burial 2nbmfs St. Mary's Cemetery Kensas City, Misgouri

24. FUMNERAL DIRECTOR ADDRESS 25. DATE RECD 2 LOCAL REG. | 26. W RS SIGNATURE
1 Mellody-McGilley=Eylar 20 W. Linwood AL ; a‘z

(Licensed Embalmer's Statement on Reverse Side)

BY AFFIDAVIT OF

TTEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.____

working under my personal supervision. ' / %w
Student S|gned /

Signature of Student Embalmer
\ X/
i . Licensed Embalmer No J C =
l (/ / %
A ., P. O. Address [ .

i

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in ‘his OWN HANDWRITING (Fa:lure to comply
with the above constitutes grounds for revocation of license).

if embalmed by a STUDENT, he also shall sign in his. OWN handwmmg

if this body is not embalmed, fact should be so stated abave.




